
 
G O V E RN M E N T O F T H E DIST RI C T O F C O L U M BI A 

D EPA R T M E N T O F H E A L T H 
H E A L T H R E G U L A T I O N & L I C E NSIN G A D M INIST R A T I O N 

IN T E R M E DI A T E C A R E F A C I L I T I ES DI V ISI O N 
 
 
Insurance Ver ification Request: 
 
 
 
I, ___________________________ ____________    ____________________________________________ 
  L icensee Signature      Facility Address 
 
authorize on this date__________________ the release and verification of the requested information regarding  
 
policy(ies) issued for the above listed premise(s).   
 
 
The maximum capacity of residents in this facility is _______________. 
 
 
 
Insurance Company _____________________________________________________________________ 
 
Address _______________________________________________________________________________ 
 
___________________________________Telephone Number: __________________________________ 
 
 
Please verify that the above named licensee has current insurance policy(ies) with your company that provides 
coverage for non-related residents who pay for their care.  Please complete the appropriate areas below: 
 
Hazard (fire and extended coverage)    $ ___________________________ 
 
Policy Number __________________________Effective Date____________ Expiration Date ___________ 
 
Liability coverage  (1) Premises, personal injury, and products ________________________ 
 
    (2) Professional liability $______________________________________ 
 
Policy Number _________________________Effective Date______________ Expiration Date____________ 

 
                                                             

                                                    Signature _________________________________    
                                                                     Insurance Representative  

 
 
Return to: 
 
Health Regulation and Licensing Administration 
899 North Capital Street, N.E., 2nd Floor 
Washington, D.C. 20002 
 
 
HRLA  Form 101/2000 
  
 


